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Abstract
The challenges of end-of-life care require emergency physicians to utilize a multifaceted and
dynamic skill set. Such skills include medical therapies to relieve pain and other symptoms near the
end-of-life. Physicians must also demonstrate aptitude in comfort care, communication, cultural
competency, and ethical principles. It is imperative that emergency physicians demonstrate a
fundamental understanding of end-of-life issues in order to employ the versatile, multidisciplinary
approach required to provide the highest quality end-of-life care for patients and their families.

Ethical issues
Patient autonomy, beneficence, non-maleficence, and
stewardship of resources comprise the foundation of ethical guidelines for physicians. In recent decades the medical environment has shifted from a paternalistic role of
the physician towards the promotion of respect for patient
autonomy. Patient autonomy is a respect for an individual's right of self-rule. It implies that a patient best knows
his/her own goals and values relating to medical interventions. In addition, patients have the right to make decisions that may conflict with the recommendations of
family members and health care providers[1]. This is
often a challenging issue for phycians to deal with as
patient autonomy may at times conflict with the physician's desire to prioritize beneficence. A physician's duty
in such circumstances should be to ensure that the patient
is fully informed in order for them to be truly autonomous. Information should include the risks, benefits, and
alternatives to the proposed intervention. A physician
should also disclose to the patient that his/her decision
may conflict with what is in their best interest, in terms of
their overall health or survival. Physicians should also

elicit a patient's reasoning for preferences and attempt to
understand their perspectives and opinions. This process
may reveal a cultural factor or experience from a previous
medical encounter that contributes to patient preferences.
It is also important that a patient's goals for care be established as early as possible [2]. This helps to avoid future
confusion and provides a framework from which physicians can understand patient decisions. In addition, when
discussing patient preferences about life sustaining treatments, physicians should accurately explain both the possible benefits and burdens to patients[3]. This is
important as patients may have preconceived notions of
therapies. Their beliefs may be solely based, for example,
on a specific publicized case in which the complication or
outcome was not necessarily common. Such open communication ultimately allows a patient to make an
informed decision about their medical care.
Another important ethical principle is the appropriate
stewardship of resources. This is especially significant in
end-of-life care when life sustaining treatments can be
costly and time consuming. Physicians have a responsibil-
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ity to avoid letting likely non-beneficial care negatively
affect the treatment of other patients. Distributive justice
is especially important as technological advances continually allow for new and improved methods of diagnosis
and medical treatment. These advances are often expensive, however, and should correspondingly be used only
in appropriate circumstances. It should also be added that
physicians should avoid taking a passive approach to
treatments and procedures with the belief that dying is a
non-interventional process. Decisions regarding allocation of resources should not be made at the bedside for
individual patients. Individual patient treatment plans
should be based on patient preferences, and unbiased evidence regarding outcomes. When discussing outcomes,
limitations in evidence to predict individual patient outcomes should be recognized[4,5]. Physicians should
advocate for policy and regulatory mechanisms to address
the appropriate allocation of resources at the end-of-life.

The physician's role at the end of life
Emergency physicians face numerous challenges when
managing the clinical care of patients at the end-of-life.
When appropriate, the goals of emergency medical care
are to preserve life. However, patients have the right to
choose the goals and objectives of their own medical care.
Some patients may choose to forego life-sustaining medical therapies and interventions near the end-of-life.
The primary role of the emergency physician near the endof-life is to coordinate and administer appropriate medi-

cal and psychosocial care for the patient. A statement by
the American College of Emergency Physicians states
"Emergency physicians should respect the dying patient's
needs for care, comfort, and compassion" [6]. (Table 1)
Another important duty of the emergency physician is to
educate and counsel the patient and family in order to
facilitate decision making[7]. Ultimately, the patient has
the final say in decision making, however, a collaborative
approach involving the patient, family, and health care
team may prove most efficacious. Physicians must gauge
patient and family wishes and perspectives, and take on
the appropriate level of involvement[8,9]. One of the
unique challenges of the emergency physician is to balance these numerous responsibilities in the emergency
department environment. The chaotic and fast-paced setting is not always conducive to end-of-life planning, communication, and ensuring patient comfort. Special skills
and attention may be required to overcome these obstacles to ensure the most favorable conditions for a patient
near the end-of-life.

Hospice and palliative care
Hospice and palliative care offers many services to
patients and their families in the transition towards death.
They function to preserve quality of life and pain relief. In
addition, Hospice offers support to target the psychological stresses at the end-of-life[10]. Hospice and palliative
services are available at acute and chronic care facilities,
the patient's home, as well as in the hospital[11]. The pri-

Table 1: Ethical Issues at the End-of-life*

To enhance EOL care in the Emergency Department, the American College of Emergency Physicians believes that emergency physicians should:
Respect the dying patient's needs for care, comfort, and compassion.
Communicate promptly and appropriately with patients and their families about EOL care choices, avoiding medical jargon.
Elicit the patient's goals for care before initiating treatment, recognizing that EOL care includes a broad range of therapeutic and palliative options.
Respect the wishes of dying patients including those expressed in advance directives. Assist surrogates to make EOL care choices for patients who
lack decisionmaking capacity, based on the patient's own preferences, values, and goals.
Encourage the presence of family and friends at the patient's bedside near the end-of-life, if desired by the patient.
Protect the privacy of patients and families near the end of life.
Promote liaisons with individuals and organizations in order to help patients and families honor EOL cultural and religious traditions.
Develop skill at communicating sensitive information, including poor prognoses and the death of a loved one.
Comply with institutional policies regarding recovery of organs for transplantation.
Obtain informed consent from surrogates for postmortem procedures.
*Excerpted from: American College of Emergency Physicians: Ethical Issues at the End-of-life; Ann Emerg Med 2008; 52:592.
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mary role of the emergency physician regarding Hospice
care should be to educate patients and inform them of its
availability. In order for patients and their families to fully
utilize Hospice resources, conversations should be raised
early in the course of a terminal disease[12]. The goals of
the conversation should be to accurately describe Hospice
services as well as its availability. Many patients erroneously assume it is expensive, when in fact it has been covered under Medicare since 1983[13]. International
advances in palliative care have identified key priorities in
palliative care, including financial support, professional
training, research, prioritizing pain control, and global
awareness of palliative medicine[14-16].
Palliative care is becoming increasingly valued in the age
of modern medicine where technological advances are
prolonging life and extending survival. Despite recent
advances, strides in aspects of palliative care must continue to be made. Many residents still feel that training in
the area of pain management is inadequate[17]. While the
extension of life is generally considered a positive outcome, it can easily be nullified if it lacks quality. Certainly,
its very essence of providing comfort of symptoms is
markedly different from some physicians' usual goal of
disease cure. It may be difficult for physicians to transition
into this mindset and alter their care accordingly. Its
importance should not be overlooked, however, as it may
be the most important aspect of the end-of-life experience
for many patients. Proper palliative care allows patients to
shift focus from their condition to their desires for how
they choose to spend the precious time remaining.
It is important to stress, as Smith et al. describe, that palliative care does not begin when life-prolonging care ends.
Rather, these two approaches can be used concurrently.
Smith et al. provide the example of cancer patients undergoing pain control at the same time that they are receiving
disease-modifying therapy. Physicians must find the
appropriate balance between these two models, in order
to provide the most effective and individualized care for
their patients.
Changes in the implementation of palliative care can also
be made in order to improve end-of-life care. For example,
Wiese et al. suggest the use of a palliative care team for terminally ill patients[18]. Patients and their families should
have access to assistance from the team 24 hours a day.
Their study found that implementation of the palliative
care team reduced the number of emergency calls and
unnecessary hospitalizations. This type of approach
allows for more complete and individualized care as well
as the most efficient use of health care resources. In addition to the palliative care team, modes of identifying
patients in need of palliative care have proven useful in
linking these patients to proper resources[19]. Methods

such as those described above would improve the use of
the currently underutilized palliative care services.
Pharmacologic management of symptoms at the end-oflife has been a debated issue. Sedation can be effectively
used for refractory symptoms, most commonly dyspnea
and agitation, that do not respond to other forms of therapy[20]. Mercadante et al. demonstrated successful use of
controlled sedation and argued that the goal of medical
practice should be to avoid symptom distress at the endof-life. It is important that emergency physicians recognize that such alternatives such as controlled sedation do
exist, and when used appropriately, may serve as an effective component of palliative care. Some opponents argue
that the use of pain medications such as opioid analgesics,
sedative agents, and other symptom controlling measures
may hasten a patient's death. However, many ethicists
agree that the principle of the double effect is morally permissible; if the provider's intent is to relieve suffering, an
unintended effect of influence on the time of death is ethically, legally, and morally acceptable [21-25].
An integral element of palliative care is advanced care
planning in which the patient and their family discuss and
finalize their wishes regarding end-of-life care. Ideally this
would involve the completion of an advance directive
such as a DNR order, living will, or durable power of attorney that can carry out the patient's requests. Again, the
role of the emergency physician in this process is often difficult given the usual limited time spent with an individual over the course of disease. Nonetheless, emergency
physicians should initiate conversations regarding end-oflife planning whenever possible.
One of the most challenging roles of the emergency physician in palliative care is disease assessment and prognostication. Although accurate prognostication is difficult,
the closest prognostication involves an evidence-based
medicine approach using recognition of specific clinical
markers[26]. This requires the physician to be familiar
with disease course and utilization and interpretation of
diagnostic tools. In addition, a sense of honesty is necessary when communicating information about a prognosis
with patients and their families. In order to act in the best
interest of the patient, the physician should disclose prognostic information as objectively as possible while avoiding the tendency of providing false hope.
Providing palliative care and caring for dying patients can
take a physical and emotional toll on physicians. Hospitals and institutions should, therefore, provide a dynamic
set of resources for physician support. Resources may
include counseling, case discussion sessions, and other
opportunities where medical professionals can express
their concerns[27]. In addition, physicians should
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develop personal coping strategies that allow them to deal
with the emotional rigors of their responsibilities.
Numerous symptoms warrant appropriate management
at the end-of-life (Table 2) [31].

Pain control
One of the most common debilitating symptoms at the
end-of-life is pain. Pain control is an integral element of
palliative care. Because pain is a subjective sensation,
some health care providers may not adequately recognize
and treat pain. Because of this, physicians should devote
adequate attention to pain assessment, as well as to the
history and physical exam in which the type of pain may
be identified. Such factors may aid in medication selection and treatment decisions[28]. Pain assessment scales
such as the visual analog scale or three-component scale
of mild, moderate, and severe are frequently used. Pain
treatment in palliative care should involve regularly
scheduled doses with rescue doses available for breakthrough pain. Additionally, pain should be regarded as an
individualized symptom unique to each specific individual. Physicians should avoid categorizing patients with
similar disease presentations and developing pain treatment protocols for groups of patients[29]. Each patient
possesses a unique set of symptoms and pain threshold
and should be treated accordingly. Some patients may
require very high doses of analgesia to obtain adequate
pain relief.

Table 2: Common Symptoms at the End-of-life

Pain
Dyspnea
Anxiety
Depression
Guilt
Nausea
Constipation
Insomnia
Weakness
Fatigue
Delirium

Dyspnea
Dyspnea is another common symptom at the end-of-life.
It is particularly common in the elderly, who may have
impaired respiratory function[30]. Dyspnea may be a particularly frightening symptom for patients and families to
deal with as it can lead to a sense of panic and anxiety.
Dyspnea is often under-treated, with one study finding
that 23% of patients experiencing dyspnea in the last 48
hours of life received no documented treatment measures[31]. Current treatment recommendations for dyspnea include opioids, anxiolytics, and oxygen therapy[32].

Depression and dementia
Depression is a common symptom of the elderly, especially those nearing the end-of-life. It is often unrecognized in the older population for a variety of reasons. First
of all, as Emanuel points out, many doctors minimize
depression as being a natural reaction in the terminally ill
or dying patient[33]. Unfortunately, this type of attitude
may lead to under-treatment of depression, further complicating and worsening the dying process. In addition,
depression may go undiagnosed as many of the symptoms, such as difficulty sleeping, decreased appetite, or
weight loss could potentially be explained by medical
causes[34]. Furthermore, there are currently no biological
markers or specific diagnostic tests for depression[35].
The diagnosis is primarily based on the psychiatric interview and information that the patient provides. It is often
difficult to develop strong patient relationships in the
acute care setting of the emergency department. Nonetheless, physicians should keep these considerations in mind
and strive to take steps to enhance their relationships with
patients. Specific instruments that may be used to quantify depression include the Hospital Anxiety and Depression Scale, visual analog scale, or asking "Are you
depressed?" [36-38].
The care of patients with dementia will become an
increasingly significant issue as the elderly population
continues to grow, especially with the aging baby-boom
generation. Dementia poses multiple challenges for emergency physicians providing end-of-life care. In particular,
patients with dementia are at an increased risk for infection, such as pneumonia[39]. As Volicer points out, this
requires physicians to weigh the benefits of medical interventions against burden to the patient[40]. Such decision
making should be a joint collaboration between the
health care team, patient, and family. Unfortunately,
dementia severely hinders the ability of the patient to
express their comfort level, emotions, and wishes regarding medical treatment. Communication with the family is
essential when dealing with patients with dementia.
Volicer suggests a family conference involving members
of the family and health care team[40]. This allows the
opportunity for the family to ask questions as well as
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express their wishes in regard to treatment goals and preferences. Cultural issues may be apparent and it is important for physicians to address and consider the role that
such values and traditions will play in patient care[34].

Cultural and spiritual issues
Cultural issues in health care, particularly at the end-oflife, are becoming increasingly significant as the United
States continues to become more diverse. In parallel with
this trend, cultural diversity training has found its way
into medical school curriculum and other forums. End-oflife decision making and utilization of health care
resources should reflect cultural standards and beliefs.
Awareness of cultural beliefs, attitudes, and traditions can
be important; however, care should be taken not to generalize that all members of a given culture internalize those
attributes. Individual assessments and personal communications are imperative to the understanding of cultural
influence in any setting. For example, patient autonomy is
stressed and of primary importance in the American and
much of the European medical environment[41]. However, other cultures, particularly Hispanic and Korean,
deem decision making as the responsibility of the family[42]. This diminished sense of patient autonomy may
also be reflected in lower advance directive completion
rates in some cultures. Many Hispanics, for example, feel
that they should not have control over life's processes and
thus are less likely to participate in advance care planning[43].
Different patient populations demonstrate varying attitudes that are often manifested in the medical encounter
with their physician. Japanese patients often take a
reserved approach and may be reluctant to share personal
information or feelings with physicians[44]. In contrast to
the Japanese, Indian patients tend to be more open and
develop a deeper interaction with their physicians. They
value the advice of their doctors and correspondingly follow their instructions with medication administration, for
example. These attitudes should be taken into account by
emergency physicians when informing patients of
unpleasant news or attempting to elicit personal feelings
in end-of-life planning and decision making.
One particular area that varies among cultures is the communication of bad news. In the United States health care
system a physician generally fully discloses the patient's
condition no matter how severe it is. In Hispanic and Chinese cultures, however, family members may try to protect
loved ones from understanding their condition in full. It
is important that emergency physicians remember that
they have an ethical and legal obligation to fully inform a
patient of their condition. They need to be aware of the
fact that family members may attempt to withhold information from the patient. This is particularly pertinent

when using a translator. Physicians should use translators
that are not related to the patient and request that the
information be translated word for word. In addition,
physicians should explain to the patients and their families that it is in their best interest to have all the information about their condition so that they can make
appropriate decisions and carry out their treatment preferences. However, if a decisional patient elects to forego certain information, that request should be honored.
It is essential to reiterate that cultural competency does
not involve memorizing a list of attributes about certain
cultures and then applying them to all members of the
culture[45,46]. Clearly, this could lead to stereotyping
and may impair individualized treatment. Rather, each
patient should be treated as a unique individual. Physicians need to recognize that cultural variation does exist
and take measures to understand each of their patients'
cultural values. The physician should open up a dialogue
and invite the patient's perspective on how he/she views
and understands illness as well as goals for therapy.
Spiritual concerns play an important role at the end-of-life
for many patients. The definition and scope of the term
"spirituality" is highly variable. A recent review identified
11 dimensions for end-of-life spirituality, including
meaning and purpose in life, self-transcendence, transcendence with a higher being, feelings of communion
and mutuality, beliefs and faith, hope, attitude toward
death, appreciation of life, reflection upon fundamental
values, developmental nature of spirituality, and its conscious aspect[47]. One recent study demonstrated higher
use of intensive life-prolonging medical care near death
among patients with high reported levels of positive religious coping[48]. Attention to religious issues important
to each individual patient and family can be important in
ensuring a meaningful end-of-life experience. Most clinicians believe that the provision of spiritual care at the endof-life should be viewed as a fluid and flexible interpersonal process between health care providers, patients, and
families, rather than a set of prescribed rules[49]. Communication regarding religion, belief in God, desire to
pray or participate in other religious observances, and
desire to involve pastoral care services can be helpful in
assisting the patient with meeting spiritual goals at the
end-of-life.

Advance care planning
An advance directive is a legal document completed by a
patient enabling their treatment wishes to be carried out if
they are unable to make their preferences known. The
most common forms of advance directives are the DNR
order, living will and durable power of attorney for health
care. In the United States, many individual states have legislation to recognize state-approved DNR orders and iden-
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tification. A living will is a record declaring a patient's
provisions for their care. Common misconceptions of living wills include the belief that they are only useful for
elderly patients and that a lawyer is required to complete
one.
A durable power of attorney for health care is when a
patient proactively assigns a surrogate decision maker in
the event that they are incapable of making medical decisions themselves. Although the durable power of attorney
is most commonly a spouse or other family member, a
trusted friend can also fulfill the duty. It is imperative that
individuals openly discuss their end-of-life preferences
with their surrogate decision maker in order to fully utilize the purpose of this form of advance directive.
Advance directives serve many important functions, primarily the communication of individual patient wishes
regarding end-of-life care. Many individuals have strong
personal preferences regarding cardiopulmonary resuscitation[50]. These preferences vary widely, and are dependent on a variety of factors, including age, state of health,
and clinical setting[51,52]. Recent reports suggest that full
resuscitative efforts are not necessarily desired by most
patients, and that trends toward societal consensus in
hypothetical resuscitation scenarios can be identified[53,54]. Without advance directives, providers and
families often erroneously judge the patient's end-of-life
wishes [55-59].
The Patient Self-Determination Act, passed by the U.S.
Congress in 1990, requires Medicare and Medicaid providers to inform patients of their rights regarding advance
directives[60]. Its intent was to generate public awareness
regarding patient care and rights at the end-of-life. Unfortunately, however, the policy has failed to fulfill expectations regarding an improvement in public knowledge and
advance directive completion rate [61-64]. In addition,
studies have found that individuals that have advance
directives do not uniformly understand their implications[61,62,65]. This general lack of public understanding
of end-of-life issues serves to further complicate the role of
the physician and outcomes for the patient. Additionally,
results of previous studies have demonstrated that physicians overestimate their patients' health literacy levels [6668]. Improvement of health literacy among patients
should enhance autonomy and facilitate discussions with
their physicians. Regardless of the level of public understanding on these issues, it is the physician's responsibility
to generate dialogue and inform individuals of their rights
as patients. Even brief educational interventions can prove
to be beneficial in improving patient understanding[69].
Only a minority of patients (estimated 10–30%) have
completed advance directives [70-74]. and even fewer

present to the ED with the appropriate documentation[75]. Several studies indicated that individuals who
have completed advance directives do not fully understand their implications[61,62]. Although an important
concept, one of the biggest challenges in the widespread
implementation of advance directives is appropriate communication and implementation[76,77].
The ideal advance directive allows a system to honor
directives that are comprehensive, preserve patient autonomy, and can be easily understood by everyone
involved[78]. One example of such a system is the POLST
initiative, which has been successful in Oregon in furthering the cause of patient-directed end-of-life planning[79].

Communication with patients and family
members
Communication is a key aspect of end-of-life care. Many
even rank communication skills as having equal or greater
importance than clinical skills[80]. It is one of the most
important responsibilities of physicians, particularly near
the end-of-life when patients and families are most vulnerable. Proper communication is essential throughout
the entire disease course as a patient's goals and preferences may change over time, due to a multitude of factors[81]. There are several communication techniques
that should be routinely practiced (Table 3) [82-85]. The
use of open-ended questions towards patients and their
families allows physicians to assess baseline knowledge
about the particular situation[82,83]. Von Gunten, et al.
also recommends frequent pauses in conversation, especially after transmission of bad news. This allows for
patients to integrate the information as well as physician
interpretation of patient understanding. Other important
communication techniques may include eye contact,
speaking from a seated position, empathy, and reflective
listening.

Informed consent and decision-making capacity
Informed consent is a fundamental patient right that
serves to protect patient autonomy regarding treatment
options. Consent to medical treatment is not required in
limited extraordinary circumstances. Emergency treatment is one such exception. It is important, however, that
emergency physicians not abuse this exception. In most
clinical circumstances, informed consent should be
obtained from the patient, and if he/she is not capable,
from the family or surrogate[84]. This requires that emergency physicians adequately assess situations to determine the urgency level and whether or not informed
consent can feasibly be obtained.
Informed consent requires three elements: decisional
capacity, delivery of information, and voluntariness. In
order for informed consent to be obtained, the patient
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Table 3: Effective Communication Tips at the End-of-life

Ensure a quiet location for communication
Allow appropriate time for the interaction
Involve the family in all communication
Involve the family in all communication
Speak from a seated position
Assess patient understanding
Use open ended questions to gauge understanding and invite the patient perspective
Accept and address emotions of patients and loved ones
Educate patient and family on disease state
Inquire about and address cultural issues
Demonstrate reflective listening
Express empathy
Disclose all benefits and risks to treatment as well as alternative therapy
Speak objectively in an evidence-based manner
Suggest all appropriate resources to patients and their families including psychiatric care, pastoral support, and social services
Identify and discuss advance directives
Establish patient goals and develop a plan

must demonstrate decision making capacity. No simple,
universally accepted capacity assessment exists, as determination of capacity involves a number of variables,
including patient ability to receive information, deliberate, and communicate their choices[87]. Capacity can be
affected by numerous clinical conditions, including pain,
anxiety, depression, delirium, intoxication, medication
effects, and numerous others[86-88]. Some standardized
tests such as the mini-mental status exam (MMSE) can be
used to evaluate patient orientation or memory, but do
not necessarily assess patient understanding of the risks
versus benefits of treatment options, for example[88,89].
Physicians should utilize a systematic algorithm when
assessing patient capacity[89]. Miller and Marin's proposed algorithm, for example, involves a stepwise
approach that evaluates patient communication about a
choice as well as understanding of informed consent and
the risks and benefits of the medical intervention[87]. Following a validated systematic process minimizes physi-

cian bias and standardizes the measurement of capacity in
each individual situation.

Euthanasia and physician-assisted suicide
Euthanasia and physician-assisted suicide are emotionally
charged and debated topics in American medicine. Euthanasia has been defined as the intentional ending of the life
of a person suffering from an incurable or terminal illness[90]. Physician-Assisted Suicide has been defined as a
practice in which the physician provides a patient with a
lethal dose of medication, upon the patient's request,
which the patient intends to use to end his or her own
life[91]. These controversial practices have found their
way into the public arena due in large part to the legalization of physician-assisted suicide in Oregon in 1997 as
well as the publicity attributed to Dr. Jack Kevorkian in the
1990's. Despite such exposure, there may exist a failure of
distinction between euthanasia and physician-assisted
suicide[62,92]. Currently, in the United States, physician-
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assisted suicide is legal only in the states of Oregon and
most recently Washington, and euthanasia is illegal in
every state[93]. Euthanasia is, however, legal in some
countries, including the Netherlands and Switzerland.
Interestingly, many individuals support widespread legalization of both euthanasia and physician-assisted suicide[93]. Despite this support it is essential that
emergency physicians follow the laws of the state in which
they practice. Physicians must explain their legal obligations even if patients express wishes regarding one of these
forms of death. When treating patients who make such
requests, physicians should attempt to understand the
root of these feelings. Many patients may contemplate
physician-assisted suicide out of fear that could potentially be resolved with education about their disease and
effective palliative symptom management.

3.
4.

5.

6.
7.
8.

9.
10.

Conclusion
Emergency physicians play a multifaceted role in the endof-life care of the acute and critically ill patient. The
responsibilities extend far beyond the essential intellectual and clinical skills. The physician must also possess
competency in communication, empathy, cultural, and
ethical issues. Complete care involves an integration of all
of these factors, resulting in a multidimensional, patientspecific approach.

11.
12.
13.
14.

15.

Future directions and closing remarks
Future efforts should focus on training emergency physicians in the appropriate end-of-life care. Advocacy and
education should be instituted at all levels. Emergency
departments should establish policies and procedures to
support the ethical and compassionate provision of endof-life care. In addition, medical schools and GME training programs should continue to incorporate cultural
competency and patient-centered training into the curriculum. Such abilities are not innate, but rather, they can
and should be continually refined and improved. In the
context of these matters, physicians should take time to
reflect on their overall goals and purpose of their practice
in order to fully utilize their skills in the improvement of
the human condition near the end-of-life.

16.
17.

18.

19.

20.
21.

Competing interests
The authors declare that they have no competing interests.
22.

Authors' contributions

23.

ES and CAM drafted and revised the manuscript. All
authors read and approved the final manuscript.

24.
25.

References
1.
2.

Lo B: Overview of ethical guidelines. In Resolving ethical dilemmas:
a guide for clinicians 2nd edition. Lippincott Williams and Wilkins;
2000:11-18.
Latimer EJ: Ethical care at the end-of-life.
CMAJ 1998,
158(13):1741-1747.

26.
27.

Simonds AK: Ethics and decision making in end stage lung disease. Thorax 2003, 58(3):272-277.
Copeland-Fields L, Griffin T, Jenkins T, Buckley M, Wise LC: Comparison of outcome predictions made by physicians, by
nurses, and by using the Mortality Prediction Model. Am J Crit
Care 2001, 10:313-319.
Frick S, Uehlinger DE, Zuercher Zenklusen RM: Medical futility:
predicting outcome of intensive care unit patients by nurses
and doctors – a prospective comparative study. Crit Care Med
2003, 31:456-461.
American College of Emergency Physicians: Ethical issues in emergency department care at the end-of-life. Ann Emerg Med 2008,
52:592.
Yeolekar ME, Mehta S, Yeolekar A: End-of-life care: issues and
challenges. J Postgrad Med 2008, 54(3):173-175.
Heyland DK, Cook DJ, Rocker GM, Dodek PM, Kutsogiannis DJ,
Peters S, Tranmer JE, O-Callaghan CJ: Decision-making in the
ICU: perspectives of the substitute decision-maker. Intensive
Care Med 2003, 29:75-82.
Heyland DK, Tranmer J, O'Callaghan CJ, Gafni A: The seriously ill
hospitalized patient: preferred role in end-of-life decision
making? J Crit Care 2003, 18(1):3-10.
Bomba PA: Enabling the transition to hospice through effective palliative care. Case Manager 2005, 16(1):48-52.
Ahern P: End-of-life- not end of story. Mod Healthcare 2007,
37(25):24.
McGorty EK, Bornstein BH: Barriers to physician's decisions to
discuss hospice: insights gained from the United States hospice model. J Eval Clin Pract 2003, 9(3):363-372.
Herbst L: Hospice care at the end-of-life. Clin Geriatr Med 2004,
20(4):753-765.
Bingley A, clark D: A comparative review of palliative care
development in six countries represented by the Middle East
Cancer Consortium (MECC). J Pain Symptom Manage 2009,
37:287-96.
Adams V, Worldwide Palliative Care Alliance: Access to pain relief:
an essential human right. A report for World Hospice and
palliative Care Day 2007. Help the hospices for the Worldwide palliative Care Alliance. J Pain Palliat Care Pharmacother
2008, 22:101-29.
Fainsinger RL: Global warming in the palliative care research
environment: adapting to change. Palliat Med 2008, 22:328-35.
Smith AK, Fisher J, Schonberg MA, Pallin DJ, Block SD, Forrow L, Phillips RS, McCarthy EP: Am I doing the right thing? Provider perspectives on improving palliative care in the emergency
department. Ann Emerg Med 2008 in press.
Wiese CHR, Vossen-Wellmann A, Morgenthal HC, Popov AF, Frag
BM, Hanekop GG: Emergency calls and need for emergency
care in patients looked after by a palliative care team: retrospective interview study with bereaved relatives. BMC Palliat
Care 2008, 7(11):.
Mahoney SO, Blank A, Simpson J: Preliminary report of a palliative care and case management project in an emergency
department for chronically ill elderly patients. J Urban Health
2008, 85(3):443-451.
Mercadante S, Intravaia G, Villari P, Ferrera P, Fabrizio D, Casuccio A:
Controlled sedation for refractory symptoms in dying
patients. J Pain Symptom Manage 2008 in press.
Castellano G: The criminalization of treating end-of-life
patients with risky pain medication and the role of the
extreme emergency situation.
Fordham Law Rev 2007,
76(1):203-34.
Griffith R: Controlled drugs and the principle of double effect.
Br J Community Nurs 2006, 11(8):352-357.
Gallagher A, Wainwright P: Terminal sedation: promoting ethical nursing practice. Nurs Stand 2007, 21(34):42-6.
Boyle J: Medical ethics and double effect: the case of terminal
sedation. Theor Med Bioethic 2004, 25(1):51-60.
Lo B, Rubenfeld G: Palliative sedation in dying patients: "we
turn to it when everything else hasn't worked". JAMA 2005,
294(14):1810-6.
Gisondi MA: A case for education in palliative and end-of-life
care in emergency medicine.
Acad Emerg Med 2009,
16(2):181-183.
Michelson KN, Steinhorn DM: Pediatric end-of-life issues and
palliative care. Clin Pediatr Emerg Med 2007, 8(3):212-219.

Page 8 of 10
(page number not for citation purposes)

Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 2009, 17:21 http://www.sjtrem.com/content/17/1/21

28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.

44.
45.

46.
47.
48.

49.
50.

51.

52.
53.

Nauck F, Alt-Epping B: Crises in palliative care- a comprehensive approach. Lancet Oncol 2008, 9(11):1086-1091.
Ducharme J: Acute pain and pain control: state of the art. Ann
Emerg Med 2000, 35(6):592-603.
Sutton LM, Demark-Wahnefried W, Clipp EC: Management of terminal cancer in elderly patients.
Lancet Oncol 2003,
4(3):149-157.
Hall P, Schroder C, Weaver L: The last 48 hours of life in longterm care: a focused chart audit. J Am Geriatr Soc 2002,
50(3):501-506.
LeGrand SB, Khawam EA, Walsh D, Rivera NI: Opioids, respiratory function, and dyspnea. Am J Hosp Palliat Care 2003,
20(1):57-61.
Emanuael EJ: Depression, euthanasia, and improving end-oflife care. J Clin Oncol 2005, 23(27):6456-6458.
Goy E, Ganzini L: End-of-life care in geriatric psychiatry. Clin
Geriatr Med 2003, 19:841-856.
Lloyd-Williams M: Difficulties in diagnosing and treating
depression in the terminally ill cancer patient. Postgrad Med J
2000, 76:555-558.
Zigmund AS, Snaith RP: The Hospital Anxiety and Depression
Scale. Acta Psychitr Scand 1983, 67:361-370.
Lees N, Lloyd-Williams M: Assessing depression in palliative
care patients using the visual analog scale: a pilot study. Eur
J Cancer Care 1999, 8:220-223.
Chochinov HM, Wilson KG, Enns M, Lander S: "Are you
depressed?" Screening for depression in the terminally ill.
Am J Psychiatry 1997, 154:674-676.
Volicer L, Brandeis G, Hurley AC: Infections in advanced dementia. In Hospice Care for Patient with Advanced Progressive Dementia New
York: Springer Publishing Company; 1998:29-47.
Volicer L: Management of severe Alzheimer's disease and
end-of-life issues. Clin Geriatr Med 2001, 17(2):377-91.
Kagawa-Singer M, Blackhall LJ: Negotiating cross-cultural issues
at the end-of-life: "You got to go where he lives". JAMA 2001,
286(23):2993-3001.
Blackhall LH, Murphy ST, Frank G, Michel V, Azen S: Ethnicity and
attitudes toward patient autonomy. JAMA 1995, 274:820-825.
Newman Giger J, Davidhizar RE, Fordham P: Multi-cultural and
multi-ethnic considerations and advance directives: developing cultural competency. Journal of Cultural Diversity 2006,
13(1):3-9.
Andersen J: Cultural competence and health care: Japanese,
Korean, and Indian patients in the United States. Journal of
Cultural Diversity 2001, 8(4):109-121.
Betancourt JR, Green AR, Carrillo JE, Ananeh-Firempong O: Defining cultural competence: a practical framework for addressing racial/ethnic disparities in health and health care. Public
Health Reports 2003, 118:293-302.
Searight HR, Gafford J: Cultural diversity at the end-of-life:
issues and guidelines for family physicians. Am Fam Physician
2005, 71(3):429-430.
Vachon M, Fillion L, Achille M: A conceptual analysis of spirituality at the end-of-life. J Palliat Med 2009, 12:53-9.
Phelps AC, Maciejewski PK, Nilsson M, Balboni TA, Wright AA, Paulk
ME, Trice E, Schrag D, Peteet JR, Block SD, Prigerson HG: Religious
coping and use of intensive life-prolonging care near death in
patients with advanced cancer. JAMA 2009, 301:1140-7.
Daaleman TP, Usher BM, Williams SW, Rawlings J, Hanson LC: An
exploratory study of spiritual care at the end-of-life. Ann Fam
Med 2008, 6:406-11.
Hakim RB, Teno JM, Harrell FE, Knaus WA, Wenger N, Phillips RS,
Lavde P, Califf R, Connors AF, Lynn J: Factors associated with donot-resuscitate orders: patients' preferences, prognoses, and
physicians' judgments. Ann Intern Med 1996, 125:284-293.
Rosenfeld KE, Wenger NS, Phillips RS, Connors AF, Dawson NV,
Layde P, Califf RM, Liu H, Lynn J, Ove RK: Factors associated with
change in resuscitation preference of seriously ill patients.
The SUPPORT Investigators. Study to understand prognoses and preferences for outcomes and risks of treatments.
Arch Intern Med 1996, 156:1558-1564.
Miller DL, Jahnigen DW, Gorbien MJ, Simbartl L: Cardiopulmonary
resuscitation: how useful? Attitudes and knowledge of an elderly population. Arch Intern Med 1992, 152:578-582.
Hamel MB, Lynn J, Teno JM, Covinsky KE, Wu AW, Galanos A, Desbiens NA, Phillips RS: Age-related differences in care prefer-

54.
55.

56.

57.

58.

59.
60.
61.
62.
63.

64.
65.
66.
67.
68.

69.
70.
71.
72.
73.
74.
75.

ences, treatment decisions, and clinical outcomes of
seriously ill hospitalized adults: lessons from SUPPORT. J Am
Geriatr Soc 2000, 48:S176-S182.
Marco CA, Schears RM: Societal Preferences regarding cardiopulmonary resuscitation. Am J Emerg Med 2002, 20:207-211.
Layde PM, Beam CA, Broste SK, Connors AF, Desbiens N, Lynn J,
Phillips RS, Reding D, Teno J, Vidaillet H: Surrogates' predictions
of seriously ill patients' resuscitation preferences. Arch Fam
Med 1995, 4:518-523.
Wenger NS, Phillips RS, Teno JM, Ove RK, Dawson NV, Liu H, Califf
R, Lavde P, Hakim R, Lynn J: Physician understanding of patient
resuscitation preferences: insights and clinical implications. J
Am Geriatr Soc 2000, 48:S44-51.
Golin CE, Wenger NS, Liu H, Dawson NV, Teno JM, Desbiens NA,
Lynn J, Oye RK, Phillips RS: A prospective study of patient-physician communication about resuscitation. J Am Geriatr Soc
2000, 48:S52-60.
Fischer GS, Tulsky JA, Rose MR, Siminoff LA, Arnold RM: Patient
knowledge and physician predictions of treatment preferences after discussion of advance directives. J Gen Intern Med
1998, 13:447-454.
Beach MC, Morrison RS: The effect of do-not-resuscitate orders
on physician decision-making.
J Am Geriatr Soc 2002,
50:2057-2061.
Patient Self-Determination Act- Omnibus Budget Reconciliation Act of 1990. Pub L No. 101–508. .
Jacobson JA, White BE, Battin MP, Francis LP, Green DJ, Kasworm ES:
Patients' understanding and use of advance directives. West
J Med 1994, 160:232-236.
Silviera M, DiPiero A, Gerrity M, Feudtner C: Patients' knowledge
of options at the end-of-life: ignorance in the face of death.
JAMA 2000, 284(19):2483-2488.
Teno J, Lynn J, Wenger N, Phillips RS, Murphy DP, Connors AF, Desbiens N, Fulkerson W, Bellamy P, Knaus WA: Advance directives
for seriously ill hospitalized patients: effectiveness with the
patient self-determination act and the SUPPORT intervention. SUPPORT Investigators. Study to Understand Prognoses and Preferences for Outcomes and Risks of
Treatment. J Am Geriatr Soc 1997, 45(4):500-507.
Taylor DM, Ugoni AM, Cameron PA, McNeil JJ: Advance directives
and emergency department patients: ownership rates and
perceptions of use. Intern Med J 2003, 33(12):586-592.
Upadya A, Visvanathan M, Thorevska N, Amoateng-Adjepong Y:
Patient, physician, and family member understanding of living wills. Am J Respir Crit Care Med 2002, 166:1430-1435.
Bass PF, Wilson JF, Griffith CH, Barnett DR: Residents' ability to
identify patients with poor literacy skills. Acad Med 2002,
77(10):1039-1041.
Roger ES, Wallace LS, Weiss BD: Misperceptions of medical
understanding in low-literacy patients: implications for cancer prevention. Cancer Control 2006, 13(3):225-229.
Marco C, Treuhaft K, Savory E: End-of-life terminology: the ED
patients' perspective (abstract). Presented at the Society for Academic Emergency Medicine Midwest Regional Meeting, Iowa City, Iowa
2008.
Marco CA, Larkin GL: Public education regarding resuscitation:
effects of a multimedia intervention. Ann Emerg Med 2003,
42:256-260.
The SUPPORT Principle Investigators: A controlled trial to
improve care for seriously ill hospitalized patients. JAMA
1995, 274:1591-98.
Llovera I, Mandel FS, Ryan JG, Ward MF, Sama A: Are emergency
department patients thinking about advance directives? Acad
Emerg Med 1997, 4:976-980.
Hanson LC, Tulsky J, Danis M: Can clinical interventions change
care at the end-of-life? Ann Intern Med 1997, 126:381-388.
Robinson R, Eagen MK, Price TJ: Innovative solutions: taking
advance directives to the community. Dimens Crit Care Nurs
2008, 27:154-156.
Llovera I, Ward MF, Ryan JG, Lesser M, Sama AE, Crough D, Mansfield M, Lesser LI: Why don't emergency department patients
have advance directives? Acad Emerg Med 1999, 6:1054-1060.
Ishihara KK, Wrenn K, Wright SW, Socha CM, Cross M: Advance
directives in the emergency department: too few, too late.
Acad Emerg Med 1996, 3:50-53.

Page 9 of 10
(page number not for citation purposes)

Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 2009, 17:21 http://www.sjtrem.com/content/17/1/21

76.
77.
78.
79.

80.
81.
82.
83.
84.
85.
86.
87.
88.
89.

90.

91.
92.
93.

Tulsky JA: Beyond advance directives: importance of communication skills at the end-of-life. JAMA 2005, 294:359-365.
Collins LG, Parks SM, Winter L: The state of advance care planning: One decade after SUPPORT. Am J Hospice and Pall Med
2006, 23:378-384.
Iserson KV: Prehospital advance directives -a better way. J
Emerg Med 2002, 23:419-20.
Hickman SE, Sabatino CP, Moss AH, Nester JW: The POLST (Physician orders for life-sustaining treatment) paradigm to
improve end-of-life care: potential state legal barriers to
implementation. J Law Med Ethics 2008, 36:119-140.
Hickey M: What are the needs of families of critically ill
patients? A review of the literature since 1976. Heart Lung
1990, 19:401-415.
Morrison LJ, Morrison RS: Palliative care and pain management. Med Clin N Am 2006, 90(5):983-1004.
Von Gunten CF, Ferris FD, Emanuel LL: Ensuring competency in
end-of-life care: communication and relational skills. JAMA
2000, 284(23):3051-3057.
O'Mara K: Communication and conflict resolution in emergency medicine. Emerg Med Clin North Am 1999, 17(2):451-459.
Buckman R: How to break bad news: a guide for health care professions
Baltimore, MD: Johns Hopkins University Press; 1992.
Hobgood C, Harward D, Newton K, Davis W: The educational
intervention "GRIEV_ING" improves the death notification
skills of residents. Acad Emerg Med 2005, 12(4):296-301.
Moskop JC: Informed consent and refusal of treatment: challenges for emergency physicians. Emerg Med Clin N Am 2006,
24:605-618.
Miller SS, Marin DB: Assessing capacity. Emerg Med Clin N Am
2000, 18(2):233-242.
Sorger BM, Rosenfeld B, Pessin H, Timm AK, Cimino J: Decisionmaking capacity in elderly, terminally ill patients with cancer. Behav Sci Law 2007, 25:393-404.
Larkin GL, Marco CA, Abbott JT: Emergency determination of
decision making capacity (DMC): balancing autonomy and
beneficence in the emergency department. Acad Emerg Med
2001, 8:282-4.
The University of Texas M. D. Anderson Cancer Center
[http://www.mdanderson.org/patients_public/about_cancer/dis
play.cfm?id=33540A76-72DF-11D4AEBD00508BDCCE3A&method=displayFull]. accessed 3/15/09
University of Washington School of Medicine - PhysicianAssisted Suicide
[http://depts.washington.edu/bioethx/topics/
pas.html]. accessed 3/15/09
Marcoux I, Mishara BL, Durand C: Confusion between euthanasia
and other end-of-life decisions: infuences of public opinion
poll results. Can J Public Health 2007, 98(3):235-239.
Steinbrook R: Physician-assisted death- from Oregon to
Washington state. N Engl J Med 2008, 359(24):2513-2515.

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 10 of 10
(page number not for citation purposes)

